ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS ST., SUITE 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1PET (1738) FAX (602) 364-1039 
VETBOARD.AZ.GOV 


COMPLAINT INVESTIGATION FORM 


If there is an issue with more than one veterinarian please file a 
separate Complaint Investigation Form for each veterinarian 


PLEASE PRINT OR TYPE 


FOR OFFICE USE ONLY 


Date Received: Nov. 14, 201 Case Number: RO-At 


A. THIS COMPLAINT IS FILED AGAINST THE FOLLOWING: 


Name of Veterinarian/cvt: Dr Savard 
Raintree Pet Resort 


BrSinisecAdarase 8215 E Raintree Dr. 


City; Poon: sSiate AS Tip. Codes 09280 
Telephone: (480) 991-3371 _ 


Premise Name: 


B. INFORMATION REGARDING THE INDIVIDUAL FILING COMPLAINT*: 


Name: Hamid Shojaee | 
Address: ee aca i 
City; State: SS Tip Code: SI 


Home Telephone: Cell Telephone: an 


*STATE LAW REQUIRES WE HAVE TO DISCLOSE YOUR NAME UNLESS WE CAN SHOW THAT DISCLOSURE WILL 
RESULT IN SUBSTANTIAL HARM TO YOU, SOMEONE ELSE OR THE PUBLIC PER A.R.S. § 41-1010. IF YOU-HAM1 
REASON TO BELIEVE THAT SUBSTANTIAL HARM WILL RESULT IN DISCLOSURE OF YOUR WN; ME BLEASE IBROVIDE 
COPIES OF RESTRAINING ORDERS OR OTHER DOCUMENTATION. a 

Nov 19 2019 


/ 


C. PATIENT INFORMATION (1): 
Ginger 
Name: 


Breed/Species: Labradoodle 


5 months 


Age: Sex: Female Color; Brown. 


PATIENT INFORMATION (2): 
Name: 


Breed/Species: 
Age: Sex: Color: 


D. VETERINARIANS WHO HAVE PROVIDED CARE TO THIS PET FOR THIS ISSUE: 
Please provide the name, address and phone number for each veterinarian. 


Raintree Pet Resort office, Dr. Savard and his staff. 


E. WITNESS INFORMATION: 
Please provide the name, address and phone number of each witness that has 


direct knowledge regarding this case. 


- Dr. Savard and his staff at Raintree pet resort <__—_ecs 
- Dr. Phoebe D. Gill at VetWMed Emergency <xmmaaaaamensamaiih 


Attestation of Person Requesting Investigation 


By signing this form, | declare that the information contained herein is true 
and accurate to the best of my knowledge. Further, | authorize the release of 
any and all medical records or information necessary to complete the 
investigation of this case. 


Signature: ___ Yee eee 
Date: MfLs/ AOI 


F. ALLEGATIONS and/or CONCERNS: 
Please provide all information that you feel is relevant to the complaint. This 
portion must be either typewritten or clearly printed in ink. 


Dr. Savard conducted a spaying surgery on Ginger. We understood this surgery to be 
fairly routine. We never imagined that there was a possibility of our dog passing away 
as a result. The autopsy report shows that when sewing up Ginger, Dr. Savard had 
made a mistake. The day after surgery, Ginger died! 


Prior to Ginger’s death, the day after surgery, we brought Ginger’s deteriarating 
condition to Raintree Pet Resort’s attention by taking her in for a follow-up visit. This 
was at approximately 11am the day after surgery. However the Raintree staff assumed 
Ginger’s lathargic behavior and deteriarating condition was normal because of the 
surgery. Ginger had thrown up multiple times during the previous evening - we now 
understand this to not be “normal.” The Raintree staff gave Ginger pain medication, but 
gave her approximately 3x the appropriate amount for her weight (this was their own 
admission). They also decided to hold on to Ginger to “watch her.” 


It took them another 7 hours, at around 6pm that day to decide that Ginger’s condition 
was so bad that it required emergency medical attention. At around 6pm, they decided 
to take Ginger to VetMed Emergency. 


By the time Ginger had arrived at VetMed, the preciding doctor, Dr. Phoebe D. Gill 
knew Ginger wasn’t going to make it. The VetMed crew did what they could to save 
Ginger’s life, but by 8pm that evening, Ginger had past away. 


Dr. Savard does not seem to believe he’s made a mistake in this case. Unfortunately, 
his interactions with us and reaction since the surgery has our family very concerned 
that this type of mistake could easily happen again. Therefore, we would like a full 
investigation into this matter. 
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RAINTREE PET 


yesort + medical costes 


December 6, 2019 


SENT VIA U.S. MAIL AND 
E-MAIL TO 
TRACY.RIENDEAU@VETBOARD.AZ.GOV 


Tracy Reindeau 

Arizona State Veterinary Medical Examining Board 
1740 West Adams Street, Suite 4600 

Phoenix, Arizona 85007 


Tracy.Riendeau@vetboard.az.gov 


Inre: Ben Savard, D.V.M., Case No. 20-47 


“Ginger” Shojaee, a 6 month old female Australian Labradoodle, was presented to Raintree 
Pet Resort & Medical Center on October 2, 2019, for a routine ovariohysterectomy procedure. As 
part of the admission process, surgical authorization forms, a CPR authorization form, and a 
procedure estimate were completed and signed by owner. The risks of the procedure were 
discussed with the owner before the procedure was authorized. Preoperative bloodwork was run 
upon presentation and found to be within normal limits. My preoperative examination and TPR 
examination were all within normal limits. 


Ginger was premedicated intramuscularly following standard dosing protocol with a 
combination of diazepam, acepromazine, atropine and hydromorphone. An IV catheter was placed 
after approximately 15-20 minutes and Cerenia was also administered IV. Anesthesia was induced 
with Alfaxan IV, an endotracheal tube was placed(size 6.0) and gas anesthesia with isoflurane and 
oxygen were started. Additional Alfaxan was administered in the amount of 0.3 mls IV at 7:52 
a.m., while multiparameter monitoring was attached including temperature, CO2, heart rate, 
respiratory rate, SPO2, blood pressure which was continued throughout the anesthetic procedure. 


Standard surgical shave and prep was performed by Raintree surgical staff, and Ginger was moved 
to the surgical suite for final surgical prep. 


A routine OVH procedure was performed after surgical prep was completed. A copy of 
the surgical report is contained in the enclosed medical records. 1 observed Ginger several times 
during her recovery, and noted that she was recovering quickly. She was prescribed an E-collar, 
and discharged several hours later in stable condition. My office provided written discharge 
instructions, debriefed Ginger’s owners on post-op care, and provided the following medications. 


1) Acepromazine 10 mg #30 — 1 PO q8 hours 
2) Metacam 0.5 mg/ml — Draw to the 17# mark and administer once daily. 
3) Written script for tramadol 50 mg #15 — '% PO q 8 hours until gone for pain. 


The next morning, October 3, 2019, Ginger was brought into the hospital after several episodes 
of vomiting overnight and for concerns regarding lethargy. Ginger was seen by another veterinarian 
at our facility, Dr. Stacy Duffy, as I was out of the office that day. Dr. Duffy was informed by owner 
that he had observed some brown discharge when Ginger urinated, lethargy and intermittent 
vomiting. Dr. Duffy requested permission to run a PCV and blood work, and recommended anti- 
nausea medication. The owner initially declined all treatments. Dr. Duffy then informed the owner 
that she would run a complimentary PCV, and additional treatments were authorized. Records 
from Ginger’s October 3, 2019 office visit are contained in the enclosed medical records. 


Unfortunately, Ginger was inadvertently provided 10mg/kg of Onsior (3.86mL) during her 
October 3, 2019 stay. According to Ginger’s medical records, Dr. Duffy immediately notified the 
owner of the issue, and took quick responsive action, including providing Ginger with IV fluids 
and GI protectants. Dr. Duffy called the owner and informed them of what had occurred, and that 
Raintree would be responsible for all related treatments. I was also notified of the issue by Dr. 
Duffy as well. Since this incident, Raintree has implemented additional precautions and protocols 
including visual inspection and double check of all administered treatments and filled prescriptions 
by a doctor or another technician besides the filling or administering person. 


I have briefly outlined my phone conversations with Dr. Stacy Duffy on October 3, 2019, 
the day after OVH procedure, below: 


12:00 pm — I spoke with Dr. Duffy after owners had initially declined all treatment and 
authorized her to perform a PCV complimentary, pain management and SQ fluids. Please see 
medical record for details regarding these treatments. 


1:30 pm — I was informed of Onsior overdose by Dr. Duffy. I told Dr. Duffy to inform 
owners of Onsior overdose. Dr. Duffy noted that the Onsior overdose given was within the range 
of doses studied for labeling/licensing of this medication. As a precaution, I instructed Dr. Duffy 
to start IV fluids, run bloodwork in house. Dr. Duffy also wished to give famotidine, sucralfate 
and probiotics as well. I discussed with Dr. Duffy that this would be at no charge to the owners 
as would all of the treatments preformed that day. 


3:00 pm — Ginger’s condition was worsening according to Dr. Duffy and bloodwork was 
then repeated indicating elevation of liver values and reduction of WBC numbers. Ginger was 
treated for pain with hydromorphone IV and Dr. Duffy obtained a lateral radiograph which 
indicated patchy gas and possible free fluid. I was informed by Dr. Duffy that she recommended 
transfer to VetMed Consultants for further care and more advanced imaging/ultrasound. 


According to the medical records, Dr. Duffy and the owner discussed the need for 
overnight observation and additional IV fluids as a precautionary measure. Dr. Duffy informed 
the owner that she was concerned with Ginger’s condition as it continued to deteriorate. Pain 
medications were provided, and X-rays were taken at approximately 4:45 p.m. The X-rays 


indicated pleural effusion, abdominal effusion, as well as some unknown material in the abdomen. 
I was informed of the radiographic findings and recommended that Dr. Duffy transfer Ginger for 
further care and possible abdominal ultrasound. Dr. Duffy discussed her findings with the owners, 
and recommended an immediate transfer to an emergency facility. Owners asked about the cost 
of an emergency transfer and Dr. Duffy informed them that there would be no charge for the 
transfer as the concern was to get Ginger to an emergency facility as quickly as possible. No bill 
was presented to the owners on my order for the invoice totaling $1,184.13. 


The owners agreed, and Ginger was transferred to VetMed Emergency via escort from 
Raintree staff. At 5 p.m. on October 3, 2019, Dr. Duffy called VetMed to give them a summary 
of Ginger’s case. VetMed informed me of their recommendation for an exploratory surgery by 
phone after Gingers arrival and that there was some concern with payment for this recommendation 
from the owners. I gave credit card information for payment over the phone and agreed that 
Raintree would pay for Ginger’s emergency treatment. An initial deposit of $9,000 was 
guaranteed by myself for treatment. The owners were informed of this by VetMed and agreed to 
emergency surgery. The final bill for all VetMed services and autopsy was paid for by Raintree 
in the amount of $2,034.75. 


My office was informed that Ginger passed away on October 3, 2019, while at VetMed 
Emergency. A necropsy was performed, which indicated segmental jejunal entrapment through 
a loop between the omentum and a ligature on the right side of the body wall resulting in segmental 
infarct and rupture. In almost 13 years of practice I have never had this surgical complication or 
issue arise. I focus my care on small animal medicine and I have preformed a few thousand of 
these procedures over the years. These procedures are performed with care, through a proper size 
surgical incision, and are not rushed. 


I conducted an in-person meeting with the owners following Ginger’s death. I offered my 
condolences, provided an explanation of the services provided by Raintree and VetMed, and 
review the necropsy report with the owners in detail. In light of the necropsy report’s findings, I 
recognize that a surgical error occurred. 


Respectfully submitted, 


ZE KF fre pim 


Ben Savard, D.V.M. 


VICTORIA WHITMORE 
- EXECUTIVE DIRECTOR - 


DOUGLAS A. DUCEY 
- GOVERNOR - 


ARIZONA STATE VETERINARY MEDICAL EXAMINING BOARD 
1740 W. ADAMS STREET, STE. 4600, PHOENIX, ARIZONA 85007 
PHONE (602) 364-1-PET (1738) + FAX (602) 364-1039 
VETBOARD.AZ.GOV 


INVESTIGATIVE COMMITTEE REPORT 


TO: Arizona State Veterinary Medical Examining Board 


FROM: AM Investigative Committee: Robert Kritsberg, D.V.M. - Chair 
Jarrod Butler, D.V.M. 
Christina Tran, D.V.M. 
Carolyn Ratajack 
Steven Seiler 


STAFF PRESENT: Tracy A. Riendeau, CVT - Investigations 
Dawn Halbrook,-Compliance Specialists 
Mary D. Williams, Assistant Attorney General 


RE: Case: 20-47 
Complainant(s): Hamid Shojaee 
Respondent(s): Benjamin Savard, D.V.M. (License: 4549} 


SUMMARY: APPLICABLE STATUTES AND RULES: 
Complaint Received at Board Office: 11/19/19 Laws as Amended August 2018 
Committee Discussion: 2/4/20 (Lime Green); Rules as Revised September 
Board IIR: 3/18/20 2013 (Yellow). 


On October 2; 2019, “Ginger,” a 5-month-old female Labradoodle was presented to 
Respondent for a spay procedure. The procedure was performed and the dog was 
discharged later that day. 

On October 3,:2019, the dog was presented to Respondent's associate due to vomiting 
and lethargy. Diagnostics and treatments were performed and the dog was hospitalized for 
the day. Due to the dog's declining condition, the dog was transferred to an emergency 
facility. 

The emergency facility identified a septic abdomen and surgery was approved. The dog 
arrested prior to surgery and passed away. . 

A necropsy was performed and revealed segmental entrapment through a loop between 
the omentum and a ligature on the right side of the body wall resulting in segmental infarct 
and rupture. 


Complainant was noticed and appeared. Witness, Amanda Schumacher, appeared. 
Respondent appeared with Counsel, David Stoll. 


20-47, BENJAMIN SAVARD, DVM 


The Committee reviewed medical records, testimony, and other documentation as described below: 
.® Complainant(s) narrative: Hamid Shojaee 
e Respondent(s) narrative/medical record: Benjamin Savard, DVM 
e Consulting veterinarian(s) narrative/medical record: VETMED 


PROPOSED ‘FINDINGS of FACT’: 


1, On October 2, 2019, the dog was presented to Respondent for a spay procedure. Upon exam, 
the dog had a weight = 17.5 pounds, a temperature = 102 degrees, a heart rate = 140bpm and 
a respiration rate = 30rom; BCS 5/9, Pre-surgical blood work was performed and the dog was 
deemed a surgical candidate. An!V catheter was placed, LRS fluids were started and the dog 
was pre-medicated with valium, acepromazine, atropine and hydromorphone IM. Cerenia was 
administered IV; the dog was induced with alflaxan IV and maintained on isoflurane and 
oxygen. The spay procedure was performed — no surgical description was found in the medical 
record — suture used was 3-0 (?). The spay procedure took 35 minutes. Post-op cold laser therapy 
was performed. 


2. The dog recovered uneventfully and was discharged later that day with the following: 
a. Elizabethan collar; 
b. Acepromazine 10mg, 30 tablets; give | tablet orally every eight hours; 
c. Metacam 0.5mg/mL; draw to the 17# mark and administer once daily (no route noted); 
and : 
d. Tramadol 50mg, 15 tablets; give “2 tablet orally every eight hours until gone for pain 
(written Rx). 


3. On October 3, 2019, the dog was presented to Respondent’s associate, Dr. Duffy, due to 
vomiting and lethargy. Complainants also reported that the dog was passing brown urine. Dr. 
Duffy examined the dog; she noted that the dog was painful in the caudal abdomen, mucous 
membranes were tacky, bloody vaginal discharge was present and the dog had an increased 
respiratory rate. 


4, Dr. Duffy discussed'with Complainant the concern for the dog's pain, possible complications 
of the spay and dehydration. She recommended IV fluids, GI protectants and blood work which 
Complainant initially declined therefore she offered to perform a complimentary PCV (52), and 
administered SQ fluids and pain management. The dog was inadvertently administered Onsior 
10mg/kg, 3.86mLs SQ (instead of ondansetron?). Dr. Duffy contacted Respondent to advise him 
of the Onisor overdose; he instructed her to tell Complainant, and as a precaution, start IV fluids 
and perform in-house blood work. Dr. Duffy wanted to also give the dog famotidine, sucralfate, 
and probiotics as well, which Respondent agreed to at no charge to Complainants. 


5. The dog was hospitalized for the day for treatment and diagnostics. Blood work was 
performed twice during the day and revealed worsening liver values and reduction of WBC 
numbers. According to Respondent, radiographs were also performed (twice?) which revealed 
pleural effusion, abdominal effusion and unknown material in the abdomen. It is not noted in the 
medical record that radiographs were taken or their results. Due to the dog's declining 
condition, it was recommended the dog be transferred fo an emergency facility; Complainant 
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20-47, BENJAMIN SAVARD, DVM 


approved. 


6. The dog was presented to Dr. Gill at VETMED on emergency by Respondent's staff for 
continued management of post-op spay. The dog was laterally recumbent, mentally obtunded 
and in shock with tachycardia, poor femoral and absent dorsal pedal pulses, prolonged CRT 
and pale to cyanotic mucous membranes. AFAST scan indicated fluid in the abdomen and an 
abdominocentesis was performed which revealed septic abdomen. Treatments were initiated 
and Complainant was contacted with an update. Dr. Gill advised that she was concerned with 
the dog's instability and the free fluid in the abdomen: she informed Complainant that the dog 
would need a surgical exploratory. Dr. Gill explained that the dog may not make if to surgery 
and if she did, she could possibly die during the procedure; however surgery was the only 
option. Complainant understood and wanted to proceed. Dr. Gill updated Respondent that the 
pet owner wanted to proceed with surgery. Respondent left a deposit for the surgery. 


7. While the surgeon and criticalist were on their way to perform the surgery, the dog went into 
cardiopulmonary arrest. CPR was started and Complainant contacted — Complainant 
requested CPR to continue. After approximately 11 minutes of CPR and no response, 
Complainant elected to discontinue CPR and the dog passed away. 


8. The dog’s remains were sent to Midwestern University for necropsy and revealed segmental 
entrapment through a loop between the omentum and a ligature on the right side of the body 
wall resulting in segmental infarct and rupture. 


COMMITTEE DISCUSSION: 


The Committee discussed that it was obvious from the necropsy report that a surgical mistake 
was made that should not have happened. 


Additionally, the Committee was troubled by the lack of reaction, in terms of the delay in getting 
back to Complainant, by Respondent which likely compounded the emotional piece in this 
case. An apology from Respondent may have softened the loss a bit. 


The Committee also discussed the treatment errors the following day and the delay in referring 
the dog to an emergency facility further complicated the matter. 


COMMITTEE’S PROPOSED CONCLUSIONS of LAW: 
The Committee concluded that possible violations of the Veterinary Practice Act occurred. 
COMMITTEE'S RECOMMENDED DISPOSITION: 
Motion: It was moved and seconded the Board find: 
ARS § 32-2232 (11) Gross negligence; treatment of a patient or practice of veterinary 


medicine resulting in injury, unnecessary suffering or death that was caused by 
carelessness, negligence or the disregard of established principles or practices. 


Page 3 


20-47, BENJAMIN SAVARD, DVM 


Vote: The motion was approved with a vote of 5 to 0. 


The information contained in this report was obtained from the case file, which includes the 
complaint, the respondent's response, any consulting veterinarian or witness input, and any 
other sources used to gather information for the investigation. 


ae, 


(Ke 


Tracy A. Riendeau, CVT 
Investigative Division 
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